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httpMycotic aneurysm of dorsalis pedis artery due
to recurrent Candida albicans foot infection
Roberto Gabrielli, MD, PhD,a Maria Soﬁa Rosati, MD, PhD,b Luigi Marcuccio, MD,a and
Andrea Siani, MD, PhD,a Rome, ItalyA true aneurysm of the dorsalis pedis artery (DPA) is extremely rare. We
describe a patient with a DPA true mycotic aneurysm caused by recurrent
infection of the foot skin and nails by Candida albicans.
A 63-year-old woman presented with a pulsatile and painful mass on
the left foot (Video 1, online only). The patient referred this mass 7 years
before, which was misdiagnosed as synovial cystis. She denied previous and
recent foot trauma. A family history of aneurysm and atherosclerotic risk
factors were absent.
A duplex ultrasound scan revealed the DPA aneurysm. She underwent
a computed tomography angiogram (A), including the abdominal aorta,
which conﬁrmed only the DPA aneurysm, which was w20 mm in width
(B and C; Video 2, online only).
Aneurysm excision, after ligation of the DPA proximal and distal to it,
was performed under local anesthesia. We did not reconstruct the artery,
because after the DPA was clamped, continuous-wave Doppler imaging
recorded a very good signal at the level of the interdigital arteries.
Histologic analysis revealed a mycotic aneurysm. The mural thrombus
culture was positive for azole-resistant C albicans. The bacterial endocar-
ditis was excluded by the echocardiogram. The patient was discharged
on postoperative day 3 with posaconazole therapy (200 mg twice daily
for 3 months).
DISCUSSION
Infrapopliteal true aneurysms are rarely reported, whereas false aneu-
rysms are more frequent. Most are attributed to trauma, but the natural
history is not well known. The symptoms are usually a pulsatile mass on
the dorsum of the foot and pain. The etiology includes congenital, trau-
matic, degenerative (atherosclerosis), and mycotic causes, collagenopathy,
and other factors.1 Obtaining mural aneurysm cultures is helpful to
exclude a mycotic cause from the differential diagnosis, and if positive,
an echocardiogram is mandatory to exclude the bacterial endocarditis.
The DPA aneurysm can be diagnosed by Doppler ultrasound imaging,
computed tomography, or magnetic resonance angiography. According to
data from previous reports, thrombosis or embolism occurred in 12.5%
(3 of 24) of infrapopliteal true aneurysms.2
Treatment options for true aneurysm include ligation or reconstruc-
tion. If collateral circulation is adequate, simple ligation and excision can
be performed. We recommend this treatment only in patients with
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